Malakoplakia is a chronic inflammatory condition described by Michaelis and Gutmann (1902) and characterized by von Hansemann (1903) . Typically, there are aggregations of macrophages (von Hansemann cells) containing round, often concentrically laminated, basophilic intracytoplasmic inclusions (5-10 [km in diameter). These Michaelis-Gutmann (M-G) bodies usually contain calcium salts and, less frequently, iron. Malakoplakia is usually associated with a coliform infection, and recent ultrastructural studies have been interpreted as showing intact and degenerating bacteria within phagolysosomal bodies in the cytoplasm of the von Hansemann cells (McClurg et al., 1973; Lou and Teplitz, 1974) .
The most common site of involvement by malakoplakia is the urinary bladder, but in the past 20 years examples of the disease affecting extravesical sites have been reported with increasing frequency. Some of these cases have presented initial diagnostic and therapeutic difficulties because of failure to recognise the disease process and its essentially benign nature.
Malakoplakic involvement of the prostate was initially described by Carruthers in 1959. Rhodes and Wittman (1977) believed that they had reported the sixth case, but a careful review of the world literature revealed 13 reported cases (Carruthers, 1959; Coup, 1976; Doury et al., 1977; Ferreira and Alvarenga, 1976; Goldman, 1965; Hoffmann and Garrido, 1964; Kerr et al., 1972; Konnak and Hart, 1976; Lou and Teplitz, 1974; McClure et al., 1977; Mar6ti et al., Received for publication 27 November 1978 27 November 1975 27 November , 1976 Rhodes and Wittmann, 1977; Rubenstein and Bucy, 1977; Sterrett et al., 1975 Review of the pneumonectomy specimen sustained the original diagnosis. This patient was also a mild maturity-onset diabetic.
Prostatectomy was performed because of enlargement of the gland. Histologically, the biopsy showed a benign nodular hyperplasia. In many areas there was an accumulation of von Hansemann cells individually containing M-G bodies. The staining reactions of these were similar to those of case 1 with strongly positive alizarin red S, von Kossa, and PAS reactions and a weakly positive Perl's Prussian blue reaction.
Discussion
The mode of presentation of these two cases is similar. Both had obstructive lower urinary tract symptoms associated with prostatomegaly. There were episodes of proven urinary tract infections, and the diagnosis of malakoplakia was entirely unsuspected clinically. The malakoplakic tissue in each showed typical morphological and histochemical features.
Of the total of 15 reported cases, the ages of 14 are known. The average age at presentation was 64.5 (range 49-85) years. Twelve cases presented with obstructive lower urinary tract symptoms; 11 of these had prostatomegaly and one had a 'small obstructive' prostate (Ferreira and Alvarenga, 1976) . In another patient (Kerr et al., 1972) , a prostatectomy was performed, and although no clinical details were given, it is likely that this was for prostatic enlargement.
Two cases had normal-sized prostates, and both of these had malignant tumours-a squamous carcinoma of a peripheral bronchus (Goldman, 1965) and a metastasising bronchial carcinoid (McClure et al., 1977 present in either, but the latter had an E. coli urinary infection and the former E. coil abscesses of the retroperitoneum.
In 12 cases the disease was restricted to the prostate. In one case there was involvement of urinary bladder, bladder neck, and prostatic ducts (Hoffmann and Garrido, 1964) , in another involvement of bladder and prostate (Goldman, 1965) , and in the third, involvement of testis, kidney, retroperitoneum, and prostate (McClure et al., 1977) . These latter two cases were referred to above, being in association with malignant tumours.
In 11 cases, urinary infection was sought and proven, and E. coli was cultured in significant numbers in each. In the remaining four cases, no indication is given as to whether or not infection was actively sought. In seven cases organisms were sought in the prostatic tissue (by electron microscopy in four of these). Organisms were not demonstrated in any of these cases. Thus there is an obvious frequent association of prostatic malakoplakia with urinary tract infection by E. coli, but the organism has yet to be demonstrated in an intact form in prostatic diseased tissues. This may be due to the fact that the disease is probably being studied at a relatively late stage in its evolution.
In the literature, five of the reported cases had other major disease processes: (a) squamous carcinoma of a peripheral bronchus (Goldman, 1965) , (b) metastasising bronchial carcinoid (McClure et al., 1977) , (c) E. coli septicaemia (Sterrett et al., 1975) , (d) pulmonary abscess, renal calculi, and a prolonged history of repeated urinary infections (Rhodes and Wittmann, 1977) , (e) renal transplant and immunosuppressive treatment (Konnak and Hart, 1976 An important reason for describing and defining prostatic malakoplakia is that it has been diagnosed initially in three instances as a carcinoma (Coup, 1976; Ferreira and Alvarenga, 1976; Rubenstein and Bucy, 1977 ). An awareness of the condition and the detection of typical M-G bodies will allow the correct diagnosis to be made. Similarly, prostatic malako-plakia may be distinguished from granulomatous prostatitis. This latter has been defined as a chronic granulomatous inflammation without a specific cause and often related to distended or disrupted ducts (Tanner and McDonald, 1943) . It may well be that cases of malakoplakia have been diagnosed as granulomatous prostatitis due to lack of awareness of the former entity.
